Forty-three Acute Pain Service units in Australia and New Zealand were surveyed regarding data they collected on their daily rounds. The survey sought to determine what data each unit actually collected and what they considered to be a set of data that would be an acceptable minimal standard for the purpose of audit. The scoring or scaling mechanisms that were used in auditing the various parameters were also ascertained in an attempt to derive a consistent means of comparing data from the various Acute Pain Service groups. The Acute Pain Special Interest Group is currently developing suggestions for a standard data set and associated scoring mechanisms in line with the results of this survey.
Across Australia there has been a proliferation of hospital based Acute Pain Services (APS) following the publications by Ready et al 1 in 1988 and Macintyre et al 2 in 1990. Goucke et al 3 surveyed Acute Pain Management Practices in Australia and New Zealand in 1995. They found that of 177 major hospitals surveyed, 67 had a formal APS and 58 had plans or aspirations to develop one. Furthermore, many of these institutions were auditing their activities for the purpose of research and/or self-improvement. The authors went on to comment on the need for a "nationally agreed method of pain scoring (which) would assist comparison of efficacies between therapies and different groups".
The lack of any national (or international) standard of scoring not only of pain, but also common side-effects of analgesic techniques, led to this survey of current Acute Pain Services in Australia and New Zealand. The aim was to ascertain their current auditing practices and to determine what they considered to be a basic minimum standard for auditing. In addition, an attempt was made to seek some consensus as to what would be an acceptable common scoring system for these parameters.
METHODS
Forty-three institutions with formal APS Units were identified and a questionnaire (Appendix 1) was sent out to the Director of the APS. Hospitals were identified by APS Special Interest Group representatives from each state and from records of the Australian and New Zealand College of Anaesthetists. Though asked in the survey, there was no attempt or intention to define the data collection process and/or software used to analyse it. Anonymity of the replies was offered in the survey in order to encourage a response.
RESULTS
Thirty-one replies were received from 43 inquiries (72%). Table 1 shows those analgesic techniques for which the APS Units are responsible. Tables 2 to 5 show the breakdown of responses to the series of questions regarding what was considered to be a minimum acceptable amount of data and what was actually being collected at present. Tables 6 and 7 show the responses to a series of questions looking at what definitions and scoring or scaling mechanisms were currently being employed by the APS Units. The "generic treatment scale" referred to is detailed in Table 8 .
A number of categories had percentages totalling more than 100%, where it is presumed data were being recorded by two similar mechanisms in the DATA COLLECTION BY ACUTE PAIN SERVICES Anaesthesia and Intensive Care, Vol. 27, No. 6, December 1999 same APS Unit. For example, sedation scores were recorded daily by 50% of units and averaged over the entire time on the APS by 57% of units.
DISCUSSION
Audit of our activities is increasing in importance and prevalence daily. Hospital accreditation, College Maintenance of Professional Standards Programs and good clinical practice all require some form of auditing to assess achievements and to improve on them. In order to enable meaningful communication in exchange of data between various APS units, some Percentage of APS units regarding the above demographic data as required in a minimal standard data set and actually collecting such data now in their data set. Percentage of APS units regarding the above data describing the side-effects of APS techniques as required in a minimal data set and actually collecting such data now in their data set. Percentage of APS units regarding the above data describing patient satisfaction as required in a minimal data set and actually collecting such data now in their data set. 5, 6 mention the collection of this data in their description of their APS Units.
Pain scores in some form or another would seem to be the centrepiece of any audit of the effectiveness of an APS in achieving its goals. All APS Units surveyed collected this in some form or another. Unfortunately there are a large number of variations in pain scoring, from Visual Analog Scales (VAS) to 10-point numerical scales to verbal rating scales with a variable number of points. Further variations arise as to whether these are taken contemporaneously at the time of the round, retrospectively over the previous 24 hours or averaged from the nursing staff observations. As Goucke 3 commented, there is a need for some agreed standard before inter-service comparisons can be made. The majority of services surveyed preferred a 10-point verbal scale (43%) to a simple YES/NO (17%) or treatment scale (10%). A majority took the scores from questioning on the morning round. Unfortunately it was not possible to determine whether the questioning related to the current pain score or was directed to reflect the previous 24 hours experience. Wheatley et al 4 In one it is specified that this is performed at rest and on coughing 5 , but this is not specified in the second 6 . However, the second paper states that the data is obtained from nursing observations taken four hourly (except during sleep) before being validated by a member of the APS team 6 . It is unclear as to what the process was, by which these pain scores were retrospectively validated. Burstal et al 8 used a six-point verbal scale, presumable taken at rest, as the patients' ability to breathe deeply and cough was also recorded. This second technique for assessing the analgesic efficacy of the APS technique to cover movement-related pain is extremely subjective, due to variations in patient effort and the observers' judgement as to the its adequacy and the amount of pain resulting from the effort.
In attempting to apply some consistent standards to this question of pain assessment, there are four main issues to resolve; retrospective versus contemporaneous scores, numerical versus verbal scales, scores at rest and/or on movement and scores at times of APS round or derived from nursing staff observations.
Side-effect documentation is arguably as important as documentation of pain score, being the debit side of any cost benefit analysis of APS techniques and their application. Side-effects are recorded by a majority of APS Units in some form or another. Treatment scales or a simple YES/NO are the most favoured tools for recording postoperative nausea and vomiting and pruritus. The treatment scale has the advantage of scoring the symptom severity on the basis of the patient's perceived need for symptom relief (assuming their carers are able and willing to administer such symptom relief). Wheatley et al 4 
and
Tsui et al 5, 6 reported the incidence of nausea and vomiting without grading its severity, while Macintyre et al 2 reported an incidence of nausea and vomiting graded according to the generic treatment scale. Burstal et al 8 reported an incidence of nausea and vomiting but stated that this side-effect was only noted when more than one antiemetic was required. Tighe et al 9 divided the side-effect of nausea and vomiting into its separate components, reporting an incidence of both separately without defining them further.
Respiratory depression is a complication that is keenly sought, however agreement on its definition remains as elusive as any other component of APS documentation. Macintyre et al 2 used a combination of sedation score and respiratory rate to define respiratory depression while Wheatley et al 4 documented respiratory rate, although he also described four patients who required naloxone for a combination of oversedation and respiratory obstruction. More units collected sedation scores than respiratory rate scores (100% versus 73%). This may reflect the view that sedation may be a better indication of respiratory depression than respiratory rate alone. The need for naloxone is a late indication of respiratory depression, as early respiratory depression or sedation can be managed by altering the analgesic technique to avoid or minimize opioid use.
The issue of patient satisfaction was tackled by a
